Purpose The purpose of this study was to improve communication between the ophthalmology and histopathology departments at Royal Hallamshire Hospital, Sheffield, by effectively changing the structure and completion of the histopathology request form through the process of a successful audit. This aimed to ensure that comprehensive information was made available to the histopathologist. Methods An audit was performed by review of 710 histopathology request forms, completed by the ophthalmology department, over a 1-year period, between July 2005 and June 2006 inclusive. Results were used to re-model the ophthalmic histopathology request form. New forms were circulated and all forms completed over a 3-month period, between January 2008 and March 2008, were reviewed, thus closing the audit loop. Results On the basis of audit results of 710 histopathology request forms, a new histopathology request form was created, which was easier to complete. Review of the 224 new histopathology request forms showed improved percentages of completion of important sections of the form. Conclusions Through the audit process we have created a new ophthalmic histopathology request form that is more user-friendly for the ophthalmologist and more consistently provides the necessary information for the ophthalmic histopathologist. This has improved efficiency and effectiveness of communication between the specialities, which should contribute to minimise the chances of medical error and improved turnaround times for the planning and delivery of patient care.
Introduction
The ophthalmic histopathology service at the Royal Hallamshire Hospital, Sheffield receives over 1500 specimens a year of which approximately 700 are generated from the ophthalmology department. In order to maximise the efficiency and effectiveness of this service, good communication between the ophthalmologist and the histopathologist via the histopathology request form is key. If this form is not filled out appropriately, errors and inefficiencies can result, including insufficient patient details necessary to log a case for histopathological reporting or insufficient doctor details preventing the histopathologist from being able to contact the relevant team about results. This in turn results in wastage of valuable clinical time by histopathologists and their secretaries chasing such necessary information.
The main aim of this large audit was to improve this communication between the two departments by optimising the ophthalmic histopathology request form, making it easier to fill out by the operating ophthalmologist and hence more consistently completed correctly. We also aimed to increase awareness among ophthalmology staff of the importance of filling out the histopathology request form as fully and correctly as possible, to provide the most comprehensive information for the histopathologist and minimise the chance of medical error.
Materials and methods
Before commencing this work, the audit was registered with the Clinical Effectiveness Department, Royal Hallamshire Hospital.
A proforma for data collection was created in Microsoft Access based on the boxes to be completed in original histopathology request form, Form 1 (see Figures 1 and 2 ). This was used to document whether each section of the form had been completed fully. In each section the answer selection was either 'yes' (indicating that box had been completed) or 'no' (indicating that box had been left blank). The exceptions to this were the sections for ophthalmic, general medical, and drug history, in which information was classified as 'adequate', 'inadequate', or 'absent'. A judgement was made over whether information was adequate by a single medical reviewer (AM). For the sections 'specimen site' and 'specimen type', text boxes were created in the proforma for this to be completed.
All the forms received by the department of histopathology from the department of ophthalmology between June 2005 and July 2006 inclusive were reviewed; a total of 710. Histopathology request forms for specimens received from peripheral units were excluded.
Once collected, data were analysed and summarised for departmental presentation. The results were used to identify sections of the form that were consistently not being filled out correctly. This information, together with the comments from the departmental presentation and input from the histopathology department, was used to re-model a draft of a new ophthalmic histopathology request form, Form 2 with a more systematic, userfriendly format. The draft of Form 2 was then circulated by email around users in the department for further comments and suggestions. Specific suggestions and concerns elicited from this were addressed and a final form was created ( Figure 3 ). This was circulated into the department for general use.
One year after introduction of the new ophthalmic histopathology request form, the audit loop was closed, by auditing completion of the new improved form. Consecutive forms from a 3-month period received by the histopathology department from the ophthalmology department from January, February and March 2008 were reviewed. Results were analysed and compared with previous data. Table 1 . The front of the new form, Form 2 that was designed is shown in Figure 3 . The diagrams on the back of the original form, shown in Figure 2 were not changed. Compliance with each section of the new form is also given in Table 1 .
Comparison of data between the two forms shows that each section of the new form was completed with a higher percentage or, in the cases of the boxes 'signature' and 'drug history', at least similar percentage after re-design of the form.
Discussion
The aim of this audit was to improve the ophthalmic histopathology request form and its completion by ophthalmology staff at the Royal Hallamshire Hospital, Sheffield. Improving this written communication is important for a number of reasons. Firstly, maximising the relevant clinical information available to the histopathologist when specimens are reported enables them to investigate the specimen appropriately with various stains, and provide the most likely clinical diagnosis and possible differentials, which allow clinicians to plan appropriate patient management. Equally, non-clinical sections of the form, such as patient details, are important to fill in to create an accurate histological and clinical record of the patient for safety and medicolegal reasons, and to ensure the correct decisions are made about the correct patients. Similarly, the provision of correct contact information for the operating doctor is vital for the histopathologist to be able to relay pertinent information that will affect urgent clinical decisions such as results of temporal artery biopsy (TAB) or clearance margins for staged tumour excision.
The results of this study show that we were successful in improving completion of every section of the form by the audit process. Our main approach to this aim was to improve the ophthalmic histopathology form. We considered the most valuable feedback on improving the form would be gained by asking the users themselves. This was achieved by a cycle of gathering opinions and suggestions for improvement, initially in an open forum at a departmental meeting where the audit results were presented. This meeting also served to educate and raise awareness on the importance of filling out the form correctly and shortcomings that had occurred.
Shortcomings in the completion of the initial histopathology request form were identified in the results in every section of the form. A high percentage of forms (93.2%) had a patient sticker in the results from Form 1 but there were four forms that lacked the minimum data set of patient name, hospital number and date of birth. Such specimens cannot be processed by the histopathology department, which has ethical as well as clinical implications. None of the new forms were submitted without the minimum data set, which may have been achieved by increasing awareness on the importance of filling out these forms, or could be due to the smaller sample size of the new forms. Similarly, the proportion of patients with adequate ophthalmic history was improved in the new forms, achieved largely by education in the department, as the format of this part of the form remained relatively unchanged.
Completion of many sections of the form was increased by the new format of the form, making it more user-friendly and coherent. Mainly this was achieved by grouping boxes together under relevant headings; 'Patient details', 'Doctors details' and 'Specimen details'. Using this approach, the filling out of essential information such as contact details of the operating doctor was improved to 82.5%, having been missed in 50% of the initial forms. More modest, but evident improvements in filling out of 'Referring consultant' (80.1-99.6%) and 'Operating doctor' (85.6-95.9%) were also seen. Less important information for the histopathologist in this section such as 'Ward/OPD' also saw dramatic improvements with the re-formatting, its percentage completion almost doubled.
Further important data items frequently being missed on the original form were 'Date taken' and 'Side', that is, laterality. Re-organising these, each with its own space under 'Specimen details', allowed the completion of 'Date taken' to be significantly improved from 60.4 to 93.0%. Including a tick box for laterality in this section also proved very useful in improving completion of this to 98.0%, which on the initial form was perhaps unexpectedly low (at 88.2%), given that all ophthalmic specimens should specify laterality for safety reasons. The exceptions to this would be midline facial lesions, on the forehead or bridge of nose.
As expected, there was not much percentage increase in the medical and drug history that was given between the two forms as these are only requested if relevant, and in many cases they are not. Specific examples where they may be relevant include syndromes associated with ophthalmic lesions and whether steroids have already been started in specimens sent for diagnosis of temporal arteritis.
The structure of the diagrams on the back of the form were not changed, but the proportion of forms with these completed was significantly improved from 48.2 to 71.4%, which again can be accounted for by increased awareness through education of users.
At the histopathologist's request two new boxes were included in the new form for TAB and multistage eyelid tumour excision cases respectively. For all such cases (6 TABs and 15 multistage eyelid tumour excision cases), these sections were completed appropriately in the 224 samples of new forms.
To our knowledge, this is the first such study that has been performed specifically in ophthalmic histopathology. Similar work on the generic pathology request form has been published, which also found that doctor contact details were frequently being missed, 1 as well as doctor name and signature. 2 This second study by Burnett et al found that by introducing self-inking stamps the proportion of doctor details missed could be reduced from 43 to 2%, but we have achieved comparable outcomes with our strategy of improving the form and user awareness. A further study by Zemlin et al 3 in the field of endocrinology confirms that neglecting to give relevant drug information on the laboratory request form limits the pathologists ability to infer the correct clinical diagnosis. Likewise, in ophthalmology failing to give such information on the use of steroids in TAB, or previous pharmacological and topical therapies on other lesions hampers the histopathologist in a similar manner.
In conclusion, modifications of the histopathology request form through the audit process, together with increasing awareness amongst users in the ophthalmology department, have enabled us to fulfil our aim of improving filling out of histopathology request forms to strive for better communication between the two departmentsFa small but significant step that is certain to help us fulfil our ultimate goal, improved safety and efficiency in the delivery of care for the ophthalmic patient. 
